MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 1128.63 : 045333

STATE FILE NUMBER

DEPARTMENT OF PUBLIC HEALTH AND UELFAq R
Registration District i — A Primary Registration District NJ-'O'%‘ Registrar's Ne, _______ =+ _____
conermy  meon | ISy o0 Y - -

ON THIS STUB

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. [f institution: Residence befare

a. COUNTY a. STATE /‘1 ‘_iS . b. CQUNTY admiszion)
1 0L w '

b. CITY (It outside corporate limits, give TOWNSHIP only) Length of stay in 1b <« CITY Inside Limits
OR . QR + 1
own 5t, Louis, Moe SN P Yes TN [
<. Z%EPPIJTAATEOgF {If NOT in hospltal, give location) Inside Limits d. :I;EJE!EEES (If cutside, give location) Reside on Farm
instriution St Louis City Hosp. #1 Yes O No(J J-/5'3 7 Sw aw Ave. Yes [1 No @
3. (l_fAME OF _DE)CEASED First Middle Last 4, Déi\"]‘E Month Day Yoar
¥ or prink - - »
pestP Archie NMT Dix DEATH Nov. 12 1963
5. SEX 6. COLOR CR RACE 7. Married [] MNever Married B. DATE OF BIRTH [ 9- AGE (last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR

Fe"'u_““e. w\f\\.'('{_ Widowed [] Divorced [] 5'_,,"_ 1870 7 3 Months I Doys | Hours I Min.

10s, USUAL OCCUPATION (Give kind of work done | (0. KIND OF BUSINESS OR INDUSTRY| 1i. BIRTHPLACE (Ciry and sfale or country) | 12. CITIZEN QF WHAT COUNTRY

dpring most of working life, even if retired} . -
Solespecsan 7 [Goo®t Wil T, St.Lcuvis Co. Mo, | U.S. A,
13a. FATHER™Y NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF RUSBAND OR WIFE

AI'FrEoQ R, Dix Mowica Ta Ke Nou-e

15. WAS DECEASED EVER IN U. 5 ARMED FORCES? 1 EALCAL SCAUOITY Ll 17. INFORMANT Address
{Yes, r unknown){ (If yay, war or dates of sarv I
7\? n <€ /ﬂamca_ DJK, ;‘ bove

18. CAI.IS QFADEATH (Enter only one cause per line for (a), (b), and (c). — INTERVAL BETWEEN

FART |. ATH WAS CAUSED BY M Mm ONSET AND DEATH
IMMEDIATE CAUSE (a) T d‘
Y Conditions, if any, DUE 1O (b) _ M M W L/u ‘ ;'a

which gave rite 10 . ~
above :':ul.e d{:), 3 LTt
tat t nder- E ZE 1.291,, i?ﬁfﬂaé é:e““déi—mﬂ
?y?ng‘g caueseu last. DUE TO (¢} l/c M— m

PART II. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the lerrnmal PART 1Il. If deceased was female was
disease condition given in PART | (a} . there 2 pregnancy in last 90 days.

B N 7L ?é#- 0 / |E| Yes A‘io I O Unknown|

"o was AuToPSY | fos. ACﬁNr SUICIDE ~ HOMICIDE | 20b. CESCRIBE HOW JNJURY OCCURRED. (Enier ngture of sy in PART 1 or PART T1"of item 18]
PE D? o . . £
Yﬁﬁ NoQ &Z_WJ M/ L’ij -

V5 300
Rev. 4/59

FRATE AMENDED

>0

v

DOCUMENT

20c. 1IAE OF  Howl  Month, Day, Year |
INJURY a.m :

. a3
20d. INJURY QCCURRED 20e. PLACE OF INIURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY

WHILE AT WORK [] farm, factory, street, office bldg eh:
NOT WHILE AT WORK (J

| ammdad the deceased from 9-23-63 to. ]-2-63 and last saw :ﬁ.:.l alive on ].].."12-63

Death occurred at 7 20 P Ml m on the date stated above, and 1o the best of my knowledge, from the causes stated.

#2a. SIGHATURE Dearen-7 ) Z2b. ADORESS 23¢. DATE SIGNET
th %Mr D 1515 Lafayette Ave, 11-12-63

238, BURIAL, CREMATION, [ 23b. DATE r 23c. NAME OF CEMETERY OR CREMATORY Z3d. LOCATION (City, Town, or county) {State)
REMOVAL {Specify)

e wrovel fl~le—19¢3 Pa.rk Hill Cewa.

24 FUNERAL DIRECTOR ADDRESS *25 DATE RECD. BY LOCAL REG.

L¥ 3. SW\-iB , {figﬁakwon& Mo oV 14 ma

Licensed Embalmer’s Statemen! on Reverse Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIPEAION

21,

USE BLACK INK

TYPEWRITER RIBBON
SHQULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was. embalmed by me,

ar by Student Embalmer No.

working under my personal supervision.

Student Signed : :
Signature of Student Embalmer .

Licensed Embalmer No ya&?

o .. P. 0. Address_%%égﬂ

Note The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng

If .this body is not embalmed, fact should be so stated above.




